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Sex work and health

Short term interventions are not

enough
H Ward

Sex work and health in the free market

into the countries of the former

Soviet Union, eastern Europe, and
China has been associated with a social
revolution. This is reflected in changes to
employment, the family, mobility, state
institutions, and culture. Many people
face a precarious economic situation fol-
lowing the closure of state industries, the
ending of food subsidies and declining
welfare provision. Women have been
harshly affected and sex inequalities
have increased. Eastern Europe is the
only area of the world where there has
been a recent decline in the proportion of
women in formal employment,' and a
decline in the proportion of girls going to
school in two thirds of the countries.’
With these economic conditions it is
inevitable that there will be an expan-
sion in the informal economy, including
trade in sex as a temporary survival
strategy or, for some, a medium term
strategy out of poverty.

These sex workers are vulnerable to
HIV, STIs, and other risks of sex work
related to violence and exploitation. The
risks are heightened by the increase in
sexually transmitted infections in many
of these states.”* Shaojun Ma and
colleagues in this issue of STI (p 110)
report the impact of a short term
intervention for sex workers in Guang-
zou, China.’ The team provided screening
and treatment for infections along with
health promotion and condom distribu-
tion. Reported risk behaviours declined
along with the incidence of bacterial
STIs. This confirms once again that the
provision of services and advice to sex
workers is very effective. While this has
not previously been reported in China,
the key message is not new and has been
shown in a wide variety of settings.”*
However, this intervention was short
term, and it is equally clear that sus-
tained action is necessary if the changes
are to be maintained.” Sex workers are
very mobile within and between coun-
tries, new women enter the business
constantly, and therefore ongoing pro-
grammes are needed.

What then are the obstacles to sus-
tained effective interventions? The fun-
damental obstacle is the hypocrisy that
surrounds sex work. In most countries
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sex work is not legal, workers are
repressed, stigmatised, and denied
human rights. In China, sex work is ille-
gal, and workers are arrested and de-
tained for “re-education.” This is not only
an abuse of human rights, it is also going
to facilitate the spread of HIV and other
infections in the population. But China is
not alone. In the United Kingdom, sex
workers and clients are arrested and
fined. In Sweden, clients are arrested and
“re-educated.” In the United States sex
workers are arrested and imprisoned.
This repression is an obstacle to health
and safety.

The fundamental
obstacle . . . to effective
inferventions . . . is the
hypocrisy that surrounds sex
work

In contrast, where sex work is legal—
for example, in New South Wales,
Australia, workers have been able to
insist on health and safety policies that
protect themselves, their clients, and
new entrants into the business." Broth-
els have policies on condom use, access
to health care is guaranteed, and workers
have recourse to the law if they are
abused and exploited. However, where
sex work is not legal but criminalised,
more pressure is placed on the individual
sex worker and client to determine
whether condom use occurs, and in
many places this cannot happen. Con-
doms may not be available or be too
expensive. Sex workers may lack the
knowledge, the negotiating skills, or
control to insist on condom use. Sex
workers who are being abused and
exploited, who are underage, or who are
working against their will are unable and
generally unwilling to seek help for fear
of being turned into criminals.

Where sex work occurs without ad-
equate safety, the consequences can be
devastating, particularly in the early
phase of an epidemic. In sub-Saharan
Africa, sex workers were extremely vul-
nerable to HIV infection because of lack
of safety in the early 1980s. Once the
prevalence of infection in the wider
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population rises above a certain level, it is
more difficult for limited increases in
condom use to protect individuals and
the broader population.

The sex industry is growing, fuelled on
the one hand by globalisation and the
free market increasing the “supply” of
potential workers, and on the other by
massive demand. In London, for exam-
ple, 9% of men have paid for sex in the
last 5 years, compared with 5% 10 years
ago.'! Prostitution is not going to go away
so we should try to shift attention from
idealist attempts to abolish it towards
practical efforts to make it safe. We know
what kind of health interventions are
effective, and that they need to be
sustained, not short term.” We also
know that decriminalisation is a key step
in preventing epidemics of STI and
widespread exploitation. In contrast,
there are no published data supporting
abolitionist policies as a way of promot-
ing health and safety. Sex workers across
the world are organising themselves for
rights, an end to brutal oppression and
exploitation, for quality health care, and
for training and support for those who
wish to leave the industry.” The Inter-
national Labour Organisation has cor-
rectly called for sex work to be recog-
nised and for workers to be given rights
as the best way of ending exploitation"
and, we should add, promoting health.
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Revised UK national guidelines on
sexually transmitted infections and
closely related conditions 2002

M R FitzGerald, | Ahmed-Jushuf, K W Radcliffe,
G Rooney, J Welch, JD Wilson

Updating and improvements continue

of the revised UK national specialty

guidelines, first published in Sexually
Transmitted Infections in 1999." We trust
they will continue be widely used to
underpin best practice in genitourinary
medicine. They are available to all via the
websites of the UK specialist organisa-
tions (www.mssvd.org.uk and www.
agum.org.uk) and are also on the data-
base of the Royal College of Physicians
Clinical Effectiveness and Evaluation
Unit (CEEU) (www.rpclondon.ac.uk/
college/ceeu/ceeu_guidelinesdb.asp) and
the National Guidelines Clearing House,
Washington (www.guidelines.gov). The
guidelines are commissioned by the
Clinical Effectiveness Group (CEG), set
up jointly by the Medical Society for the
Study of Venereal Diseases and the
Association for Genitourinary Medicine.
The revision process commenced in 2000
with authors being invited to modify and
update their 1999 guidelines. These
revised versions were posted on the web-
site for a 3 month period and comments
invited. The CEG and the authors con-
cerned considered all suggestions and
agreed any modifications to be made.
The major considerations throughout
were clarity and support by published
evidence. The successful outcome is a
tribute to collaboration within the spe-
cialty as a whole but we are particularly
grateful to the authors, writing groups,
and webmasters for generously giving
their time and expertise. The substantive
changes are listed below. There have also
been minor changes to the wording of
most guidelines to make them clearer.

This month sees the final ratification

URETHRITIS

Chlamydia

Guidance is given on use of enzyme
linked immunoassay tests (EIA) indicat-
ing that indeterminate results should be
confirmed by a nucleic acid amplification
test and that EIAs are not suitable for
rectal or pharyngeal testing. The value of
health advisers in partner notification is
emphasised.

Non-gonococcal urethritis (NGU)
More specific data are given on the role
of ureaplasmas and Mycoplasma genital-
ium in aetiology, now stated to cause
10-20% of acute cases and to be impor-
tant in chronic NGU. It is suggested that
partner notification information is ob-
tained at the initial clinic visit and that
follow up after treatment requires micro-
scopy only if the patient has symptoms
or signs of discharge.

Gonorrhoea

Increasing evidence of resistance to
ciprofloxacin is noted, but it is still
recommended as first line therapy; there
have been no clinical trials of new
licensed antigonococcal agents in the
past 2 years.

VAGINAL DISCHARGE

Bacterial vaginosis (BV)

A variety of criteria for microscopic diag-
nosis are given. Further findings on the
association between BV and preterm
labour are reviewed with the conclusion
that current evidence still does not
support routine screening and treat-
ment. Screening and treatment of BV
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before termination of pregnancy is rec-
ommended. One study has shown an
association between BV and NGU in the
male partner.

Candidiasis
The references and grading of evidence
have been updated.

Trichomoniasis

The section on regimens for use in treat-
ment failure has been altered. The refer-
ences have been updated, including one
linking trichomoniasis with transmis-
sion of HIV.

GENITAL ULCERATION

Genital herpes (GH)

Data are given on the sensitivity and
specificity of type specific serology and
the use of these tests in diagnostic and
screening (pregnancy) settings. For
pregnancy, there is a reminder that
aciclovir is unlicensed although consid-
erable support for its use exists. For GH
in late pregnancy the importance of try-
ing to establish whether the episode is a
first one is emphasised. There is a more
detailed discussion of the role and
content of counselling, and more data on
natural history. The Tzanck test is re-
moved from diagnostic techniques.

Early syphilis

There is now a description of the
differential diagnosis of the primary
lesion, and of non-syphilitic causes of
positive treponemal serology. The use of
EIA and PCR tests in diagnosis and
screening is discussed. Regular screening
for syphilis is recommended when there
is an outbreak. For penicillin treatment
the recommended duration is shortened
to 10 days. Instructions are given on
Jenacillin as a source of procaine penicil-
lin. For non-penicillin treatments, tetra-
cycline is no longer recommended, the
use of doxycycline is discussed more
fully, and more data are given on experi-
ence with ceftriaxone and azithromycin.
Treatment regimens are suggested for
incubating syphilis and for epidemio-
logical treatment. In pregnancy it is rec-
ommended that there is no need to
retreat women for syphilis already
treated in a previous pregnancy. In
congenital cases follow up should be for
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